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EDITORIAL 
Have you had your bowels opened today?  
 
Linda Shields  
Professor of Rural Health, Faculty of Science, Charles Sturt University, Bathurst, NSW,  
& Honorary Professor, School of Medicine, The University of Queensland, Brisbane, Queensland, 
Australia lshields@csu.edu.au 
 
Julie Santy-Tomlinson 
Senior Lecturer, University of Manchester UK. julie.santy-tomlinson@manchester.ac.uk 
 
Introduction 
The aim of this refection with commentaries is to highlight the problems patients face regarding 
constipation following orthopaedic surgery. Linda, a nurse academic, had spinal surgery a short 
while ago and the reflections are hers. When a health care professional experiences health care, 
there is often an opportunity for them to learn from their reflections by comparing their own 
experiences to the care they give or have given to others in their professional lives. It is our hope 
that this process, using Linda’s reflections on her own experience as a patient, will help and 
encourage practitioners to engage more effectively with the patient perspective when caring for 
those at risk of constipation following surgical procedures. 
 
Linda’s reflection is deliberately written in her own colloquial style as one would expect from a 
patient, but her clinical background is evident. The commentaries that follow are designed to 
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facilitate reflection and enable the reader to reflect on and consider Linda’s experiences from the 
perspective of the evidence base and to apply this to their own practice.   
 
Linda’s reflection 
“Have your bowels opened today?” is a question routinely and ubiquitously heard in surgical wards. 
Nurses have asked this question from before Florence Nightingale (Nightingale 1860), bowels and 
their activity figure prominently in many Shakespeare plays, and people have been fascinated by 
them since time immemorial. Nonetheless, talking about bowels (or what they do or produce), at 
least in Western cultures, can be the source of much embarrassment. Such talk can be the source of 
discomfort for post-operative patients (Trads et al 2017a), but as someone who has gone through 
two major operations recently, I would like to bring the topic of bowels to the forefront. 
 
A short while ago, I had two laminectomies and a spinal fusion, had an epidural for pain relief, was in 
hospital for two weeks on two occasions (with protracted post-operative recovery periods) and, over 
about four months, swallowed enough morphine, codeine and diazepam to slow me down (pun 
intended) quite a bit. As someone thinking about retirement; during my whole life, I’ve never had any 
bowel problems and my general health is usually really good, with lots of good food and exercise. 
 
I received excellent nursing care in the hospital where my surgery and aftercare took place. The staff 
were terrific, and very cognisant of, and helpful with my “bowel problems”. They told me what to 
expect and what they (or we) could do about it. I had ensured that I ate good, bulky food before the 
first operation and drank lots of water the day before admission, to make sure I was fairly well 
“cleaned out” beforehand. The surgery went well, the epidural worked nicely and the pain was pretty 
much under control.   
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But then the problems really began. I ordered bran, prunes and pear juice for breakfast, oranges with 
lunch and dinner and drank a lot of water. But nothing softened anything, nor did it give it a push 
along. By the fourth day post-op, I was into the aperients. I have an excellent spinal surgeon, but he is 
a bit old fashioned in his bowel treatment – he ordered a dose of Epsom Salts. The idea is a good one 
– nice build-up of fluid in the bowel from the osmotic action of the salts, pressure build-up to expel it. 
But this didn’t take account of two factors; firstly, the fluid build-up happens behind a big plug of 
solid, hard, dry faeces that has to be expelled somehow. I found myself in great sympathy with 
women giving birth – my straining must have made me look just like them. The second factor that 
no-one thinks of is the effects of the highly acid fluid that is expelled once the plug is ejected. This can 
go on for days, and is exceptionally uncomfortable. I found zinc cream effective to relieve the burning 
(no one thinks of that – I thought that one up myself and asked for it). So all good for now and I went 
home with my spine and bowel fixed up. 
 
Then, a month later, I had to go back for another operation. Ah ha! I thought – I will be very prepared 
this time. So, for three days before the second admission, I ate bags of dried apricots, swallowed 
kilograms of bran, drank a lot of fruit juice from a range of fruits – just in case one was better than 
the other – and drank gallons of water. I must point out that I was still taking pots of pain killers as 
well. Into the operating theatre I went again, back to the same ward, with the same terrific nurses, 
but this time I refused the ‘Epsom Salts’. I still had my bran, prunes and pear juice, but I had them 
every meal. I continued the dried fruit chased down with buckets of water and green tea, and this 
time, it wasn’t quite so bad four days later. I did still take an aperient pill (docusate sodium with 
Senna) or two, but my “labour pains” were not as bad, and I didn’t need the zinc cream this time. I 
have to admit, though, I doubt I will ever eat another dried apricot. So, the clinical message from this 
sad tale is ‘preparation is everything’. 
 
Linda’s commentary 
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I couldn’t resist, later, having a look at the available literature. A quick search showed this topic is 
quite neglected, even in the nursing literature. Is it so banal that no-one wants to research it? I know 
every senior nurse has his or her pet theories and treatments, but they cannot be evidence-based – 
for postoperative patients, there is not much evidence on which they could base anything. The 
Cochrane Database of Systematic Reviews seemed the best place to start, and it brought up a 
surprising (for me at least) study about keeping bowels working with chewing gum after Caesarean 
section (Pereira Gomes Morais et al, 2016). But it seems I’m out of touch. A search of Medline and 
CINAHL found more about chewing gum. A small randomised controlled trial (RCT) from Mexico 
about children (mean age 10 years) who had an appendicectomy (Lopez-Jaimez & Cuello-García, 
2016) found that 21 patients in the experimental group who chewed gum three times a day 
compared with 20 children in the control group who had “usual therapy” (p38) (not explained) had 
shorter mean times to passing of first flatus, to first bowel movement, to toleration of oral intake. 
The study explained that the nurses caring for the children were blinded to the study, but it is hard 
to imagine how this could be so.  
 
A double-blind RCT of adults (post-operative orthopaedic patients treated with opioids) of the 
efficacy of Lubiprostone versus Senna found no differences between the two (Marciniak, et al 2014). 
Of course, it could be deduced that old fashioned, over the counter Senna would be much cheaper 
than the patented drug – perhaps something about which our health services should take note.  
 
The final study I found in my ‘quick and dirty’ search of the literature was heartening as it was a 
nursing study. After all, who has more to do with patients’ bowels than nurses? Adult patients 
having medium stay orthopaedic surgery (Madsen et al, 2010) were put on either a protocol of 
Macrogol 3350 with electrolytes (n=14) or docusate sodium and Senna and Microlax enema (n=14). 
No significant differences were found in bowel symptoms between the two groups. Much larger 
numbers may have found some, but as explained, power calculations pre-recruitment demonstrated 
M
AN
US
CR
IP
T
 
AC
CE
PT
ED
ACCEPTED MANUSCRIPT
5 
 
that the sample sizes were sufficient. Cost was estimated and the less costly protocol of Macrogol 
3350 with electrolytes was recommended.  
 
Despite these studies, I think it is safe to conclude that bowels are still a neglected area of care. But 
as someone who has recently gone through having to suffer while they righted themselves after 
surgery, I say please let’s get on and do some more research about it so we can generate evidence to 
help people like me! 
 
My recommendations (remember, this is n=1, and personal) are: eat lots of fibre and drink lots of 
water for two days before the operation and the same afterwards. Any aperient administration 
should take into account the fact that despite one’s best efforts, there will be a big plug to get out 
before the aperient can expel the bowel contents, so a simple glycerine suppository is a big help. 
And importantly; don’t forget to give patients a jar of petroleum jelly or zinc ointment for the 
inevitable soreness from all that acidic fluid that will, eventually, flow forth. 
 
Julie’s commentary 
 
As an orthopaedic nurse, reading Linda’s reflection on her experiences following her surgery was a 
salutary lesson and made me think about numerous issues that had either never occurred to me or I 
had never thought about in detail. 
 
As someone usually fit and healthy, Linda’s story teaches us many things. When she had her first 
surgery, she had never experienced constipation and was healthy apart from the reason for her 
surgery. It is evident from Linda’s description of her problems that constipation is very, very 
common and that we should expect everyone undergoing major orthopaedic or spinal surgery, and 
needing to take opioid analgesia, to suffer from it. We should, therefore, treat all patients in these 
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circumstances as at major risk and make sure that we actively prevent the problem rather than, 
passively, wonder if it might happen or not. In the orthopaedic setting, where surgery is the usual 
course and opiate analgesia (ranging from codeine-based oral medication to other more potent 
preparations further up the pain ladder) is the norm; perhaps risk assessment is even a moot point. 
Undertaking risk assessment suggests that some patients are more at risk than others while Linda’s 
experience suggests that everyone needs specific attention and undertaking assessment when the 
risk is obvious may be a waste of energy we could better spend on ensuring that we, and our 
patients, follow Linda’s advice in the absence of a great deal of evidence to help us know what is 
best.  
 
My own search of the literature suggested that we only have a vague idea how many patients 
undergoing orthopaedic surgery are constipated (Trads et al 2017b) – probably because we do not 
ask the question. I suspect that Linda is unusual in that she felt able to discuss her problems with the 
staff at the hospital. Many other patients will suffer in silence and go home with constipation and try 
to deal with it themselves rather than go through the embarrassment of discussing it with the staff 
before they leave hospital. We all have to be much more proactive, no matter what our cultural 
norms, in making sure that we know exactly what is happening to patients’ bowel habits while they 
are in our care. Not only is constipation painful and distressing, it can, ultimately, lead to bowel 
obstruction and, possibly, death. This is no small matter to be forgotten and is a point of 
fundamental care and patient safety.  
 
I must stress Linda’s assertion that research is vital. We cannot hope to provide effective care 
relating to this fundamental problem if we do not know which patients are suffering from 
constipation and we do not know what works in either prevention or management of the problem. 
But even in the absence of the research, it is common sense to be asking questions of patients and 
to be using the common sense that is highlighted here.  
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